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Initial Comments

Report of a Biennial Survey by Billy S. Bryant
conducted on 05/27/2016.

Records indicate this facility was first licensed on
10/21/1988. The facility is currently licensed for
60 Beds. Therefore the facility was surveyed for
conformance with the applicable portions of the
2005 Rules for Licensing of Adult Care Homes of
Seven or More Beds and applicable portions of
the 1996 Edition of the North Carolina Building
Code(s), Institutional Occupancy and the 1998
Rules for Licensing of Adult Care Homes of
Seven or More Beds in effect at the time of initial
licensure.

c 164| Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT

| 10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

| (8} Adult care homes shall-
(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair:
(2) have no chronic onpleasant odors:
(3) have furniture clean and in good repair:

| (e} This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:
The walls and floors are not being kept clean and
in good repair as evidenced by the findings.
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| quarterly on each shift in accordance with the
requirement of the local Fire Prevention Code
Enforcement Official,
(c) Records of rehearsals shall be maintained
and copies furnished to the county department of
social services annually. The records shall
include the date and time of the rehearsals, the
| shift, staff members present, and a short
description of what the rehearsal involved.
(f) This Rule shall apply to new and existing
facilities,

This Rule is not met as evidenced by

1. Based on a review of records the facility does
| not meet the requirement to conduct fire drill

rehearsals quarterly on each shift.

Finding on 05/27/2016

| a. According to documentation available, fire drills
were not conducted for the 2nd shift in the 1st
quarter, any shift in the second quarter, the 1st
and 2nd shift in the third quarter and the 3rd shift
in the fourth quarter.

c 189i Building Eguipment Maintained Safe, Operating
SECTION .0300 - PHYSICAL PLANT
| TOANCAC 13F .0311 OTHER
| REQUIREMENTS
(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
i care home shall be maintained in a safe and
cperating condition.
(k) This Rule shall apply to new and existing
| facilities with the exception of Paragraph (g)
which shall not apply to existing facilities.

| This Rule is not met as evidenced by
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1. Based on observation the facility was not

maintained in a safe manner by a failure to

maintain the "test” feature functions of electrical
| emergency/safety related equipment.

Finding on 05/27/20186:

a. Wall Adjacent to Owner's Office - The wall
mounted emergency light is missing its test
button,

C 199 Exhaust Ventilation

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F 0311 OTHER
REQUIREMENTS

| (@) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of

| two cubic feet per minute per square foot, This
reguirement does not apply to facilities licensed

| before April 1, 1984, with natural ventilation in
these specified spaces:

| (1) soiled linen storage:

|(2}smHﬂMWrDom;
(3) bathrooms and toilet rooms:

| (4} housekeeping closets: and
{(5) laundry area.

| (k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities,

| This Rule is not met as evidenced by,
1. Based on observation there is an absence of
exhaust ventilation in spaces required to have

| exhaust ventilation. Failure to exhaust air from
the designated areas could effect the occupants
of the facility by not removing odors, fumes or

| possible air borne contaminates from areas or
rooms reguired to have exhaust ventilation

C 189

G198

|
ergency light repla
rking. Administrator
nsure it remains opefrable
cking monthly {

d

5/31/1

L= 4]

L

g

ivision of Health Service Reguialion
STATE FORM

i P3aG121

It continuation sheet 4 of 5




YEAR

Facility Location _____
Interior { Inspector's Initials

1,

j{l:lata Walls Ceiling Floors Furniture

]
L T
[ |
| PPl o — 1
[ [
1 HT———
..... fi___
el e ] E
|
| ]
i [ .
| Y W SR WUV

D=Damage R=Regair Neadad
P=Painting Needed NA=None

RP=Replacemant
C=Clean  Dfy=Dirty

Common Area Inspection St Gale

Lxls




Date |
FaciIit:,_r Ln_catlun )

e L e I e e T

ocatiot BEDROOM INSPECTION |
Interior / Inspector's Initials _ | {l| ST.GALE's mANOR _

Interior Hall [ e e
Room Walls Ceiling Doors Floors Windows Blinds Furniture Plumbing Heatgr Lights Nurse Call Closets Bathtm. |
T I T [ | T

|
|
|
|
| | | L
L. | 5
| a 1 I —
| 1 |
| ' | !
S I | I | -
T | | | | ]
L | ' |
j__ . _! _|. | =1 ) i =
| | | — L
T B . ! I
= B o i Il | | I __:
_ St I | !
...... S - _-" -I—_-.---._ | - -1
— I . .
o T B r | .._. — }=
I i
| N
S S N UV I 0 IO S
e — . P SR PR 1S

D=Pamage R=Ropar Nesded RP=Repiacameant

P=Painting Neaded C=Clgan  Dfy=0iry Bedroom Inspection St Gale' xis




PRINTED{ 06/18/2016
FORM BPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLLA (X2} MULTIPLE CONSTRUfITION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: D4 COMPLETED
HAL041023 B, i 05/27/2016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CdDE
LEE'S CHAPEL ROAD
AL RALES ESTAIES GREENSBORO, NC 27405
X4)1D | SUMMARY STATEMENT OF DEFICIENCIES D PHDVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSHREFERENCED TO THE APPROPRIATE DATE
| DEFICIENGY)
G199 Continued From page 4 C 199
Findings on 05/27/2016: | e
a. The central exhaust is not working in the |ﬂ. Cenfgral Exhaust working |
facility. in facflity. %onthly checks
. by Admjnistration will be
b. Chemical Room - There is no exhaust fan in conducled. | 6f/e/1a

‘ the in the room.

c. Kitchen Mop Closet - There is no exhaust fan

in the closet,

ust fan will be insqalled
ical rooms. Monthly '¢thecks

nistration will be crmducte
T/16/16

|
ust fan will be instdlled
kitchen mop closet.lﬁonthly

bY OUr pdministration
conducted. |

7/16/1

=4}

Lo

Jivision of Health Service Regulation
TATE FORM

o P3G121

If continuation shest 5 of 5




KITCHEN AREA

CONDITION

ST. [BALE'S

M
YT

Arrdee

HEN INSPECTION
[ ANOR

WETTT;
e

Ceiling '

Floors

Doors

Windows
e
Heat Registers
Towel Holder

Lights

EQUIPMENT

CONDITION

Stove

Steam Tables

Servicing Tables
Hood Range 2,

ice Maker

Deep Fryer

_Rafriq_arator

: Frqazer

Sinks

__I-'::lighwasher .

Dishes

Food Waste Dispersal

FOOD STORAGE RM

CONDITION

Walls
Floor

Ceiling

Lights

Other

DINING ROOM

CONDITION

Walls

Ceiling

Floors

Blinds
Windows

'Services Counter

DR EQUIPMENT

CONDITION

Tea Dispenser

Coffee Maker
Ice Dispenser
er. o
Floors

Trash Can

-

Heat Registers

"

Doors

FOOD STOR. HAL

|
L CONDITION

Wall

Ceiling
Floor

Shelves

D=0amage R=Repair Needed

Dity=Dirty

F=Painting Needed C=Clean
RP=Raplacemant




FIRE DRILL LOG

Date of Rehearsal: . Time of Rehea
Shift: 1" 42nd - 3rd (circle one)

Person in charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:

Date of Rehearsal: Time of Rehearsal:

Shift: 1% - 2" - 39 (circle one)

Person in Charge:

Other Staff Members Present:

Time for Total Evacuation:

Brief Description of What Was Involved:




